Objectives: Abdominal aortic aneurysm (AAA) management takes into consideration anatomical characteristics, surgical risks, and survival expectancy. Anatomical features such as AAA diameter have been associated with increased mortality following endovascular aneurysm repair (EVAR), but the available data are scarce, and the influence of other morphologic features on survival remains unclear. The purpose of this study was to determine the importance of baseline anatomical characteristics on survival following EVAR.
Methods: All patients treated with EVAR for intact infrarenal AAA from 2000 to 2014 were included. Civil data registry was inquired to determine survival status, and causes of death were obtained from death certificates. The primary study end point was to determine the impact of baseline anatomical characteristics on all-cause mortality. The association between baseline characteristics and cardiovascular-related mortality was also assessed. Multivariable modelling was performed to identify independent risk factors for the main outcomes and included also clinical risk factors with a values <.01.
Results: This study included 404 patients (12.1% females; mean age, 73 years). During a mean follow-up of 5.7 6 3.3 years, 181 patients died, yielding an incidence rate of 7.9 per 100 person-years. Baseline AAA diameter >70 mm (hazard ratio [HR] 1.64; 95% confidence interval [CI], 1.13-2.38; Table) was the only anatomical risk factor identified for all-cause mortality. Age (HR, 1.05; 95% CI, 1.02-1.09 per year) and renal failure (HR, 1.93; 95% CI, 1.35-2.75) were also associated with decreased survival. Infrarenal neck thrombus $25% was associated with a decreased risk of mortality (HR, 0.49; 95% CI, 0.24-0.98). The 5-year survival rate after EVAR was 70% (95% CI, 66%-75%). Cause of death was determinable for 156 (98.7%) among 158 deaths occurring until December 2014 and was cardiovascular-related in 60 (14.9% overall cohort). An increased risk of cardiovascular-related mortality was found among patients with baseline AAA diameter >70 mm (HR, 2.45; 95% CI, 1.34-4.46) and neck-diameter $30 mm (HR, 2.16; 95% CI, 1.05-4.43). Six patients (1.5% overall) died of aneurysm-related causes (incidence rate of 0.29 per 100 person-years), one patient (1.8%) in the $30 mm neck diameter subgroup and five (1.4%) in the remaining cohort (P ¼ .83).
Conclusions: This study suggests that a baseline AAA diameter >70 mm is an independent risk factor for all-cause and cardiovascular-related mortality after standard EVAR. An infrarenal neck-diameter $30 mm was found to also increase the risk of cardiovascular-related mortality. Consequently, these findings may influence the choice of aneurysm repair and suggest that a more aggressive management of these patients' medical comorbidities may be warranted.
Author Disclosures: F. Bastos-Gonçalves: Nothing to disclose; S. E. Hoeks: Nothing to disclose; F. L. Moll: Medtronic: consulting fees (eg, Objectives: Transcranial Doppler (TCD) plays a crucial role in the intraoperative detection of patients at risk for cerebral hyperperfusion (CH) following carotid endarterectomy (CEA) under general anesthesia. However, cerebral perfusion patterns in the postoperative phase may lead to different risk assessment. The aim of this study was to determine the diagnostic value of additional postoperative TCD measurements after CEA for predicting CH and cerebral hyperperfusion syndrome (CHS).
Methods: Patients who underwent a CEA with preoperative, intraoperative, and postoperative TCD monitoring between December 2011 and June 2016 were included. In 257 patients the mean velocity (Vmean) was measured preoperatively (V1), preclamping (V2), postdeclamping (V3), and 2 hours (V4) and 24 hours (V5) postoperatively using TCD. The intraoperative Vmean increase ([V3-V2]/V2) was compared to the postoperative increase ([V4-V1]/V1) and ([V5-V1] /V1) in relation to CHS. TCD measured CH was defined as Vmean increase of >100%. CHS was defined as neurologic complaints in the presence of Vmean >100%.
Results: Of the included patients, 23 (8.9%) had an intraoperative CH, 44 (17.1%) had CH 2 hours postoperatively, and 31 (12.1%) had CH 24 hours postoperatively. In nine patients (3.5%) CHS was diagnosed; two of these patients had an intraoperative CH and eight had postoperative CH (n ¼ 5, 2 hours; n ¼ 6, 24 hours). This results in a positive predictive value of 8.7% for intraoperative measurement, 11.4% for 2 hours postoperative measurement, and 19% for 24 hours postoperative measurement. Negative predictive values of TCD intraoperative, 2 hours and 24 hours postoperative were, respectively, 97%, 98.5%, and 98.7%.
Conclusions: Compared with the gold standard neuromonitoring using intraoperative TCD parameters, this study showed that early (2 and 24 hours) postoperative TCD monitoring after CEA in the awake patient is more accurate in the identification of patients at risk for CH and CHS.
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Effects of Carotid Endarterectomy on Cerebral Reperfusion and Cognitive Function in Patients With High-Grade Carotid Stenosis
Tong Qiao. Nanjing Drum Tower Hospital, Nanjing, China
Objectives: This study investigated the influence of carotid endarterectomy (CEA) on cerebral perfusion and cognitive function in patients with carotid arterial stenosis (CAS).
Methods: Cerebral perfusion was measured by magnetic resonance perfusion-weighted imaging (PWI) and diffusion-weighted imaging (DWI) in 46 patients (31 males and 15 females, 64.5 6 6.7 years) with significant carotid artery stenosis 1 week before and 6 weeks after CEA. Cognitive function was assessed with the combination of the Mini-Mental State Examination (MMSE) and the Montreal Cognitive Assessment (MoCA) 1 week before and 6 weeks after CEA. The patients' before and after neuropsychologic scores were compared with paired t-tests. Correlation between perfusion recovery and cognition improvement was performed by the analysis of Spearman rank correlation coefficient. The association between cognitive function improvement and vascular factors was analyzed by means of multivariable Cox regression.
Results: All 46 included patients completed the procedure. After CEA, perfusion parameters in PWI were reversed, including the decrease of relative mean transit time (rMTT; 21.07 6 7.36 vs 14.27 6 6.22), time to peak (TTP; 28.69 6 8.54 vs 23.45 6 4.25), arrive time (T0; 19.89 6 7.32 vs 15.20 6 3.51), and relative cerebral blood volume (rCBV); 11.48 6 3.50 vs 7.53 6 3.17; all P < .05). Significant improvement in MoCA (20.48 6 1.70 vs 22.04 6 1.48; P ¼ .001) was observed. Correlation analysis between perfusion and cognition found a linear relationship with a good correlation coefficient (R ¼ e0.893, P < .001). In addition, Cox regression also indicated that diabetes was a risk factor for cognitive improvement in patients with CAS (hazard ratio, 2.82; 95% confidence interval, 1.36-5.86; P < .01). Further analysis showed that patients with diabetes performed worse in MoCA after the procedure (with diabetes: 21.15 6 1.28, without diabetes: 22.4 6 1.46; P ¼ .010).
Conclusions: CEA could improve the cerebral perfusion as well as the cognitive function of patients with CAS. Cerebral perfusion was an important factor for cognitive improvement. In addition, diabetes might have a negative effect for cognitive improvement in patients with CAS. Objectives: The aim of this study was to identify microfindings by optical coherence tomography (OCT) after carotid artery stenting (CAS) with new-generation, mesh-covered stents and compare the latter with those of conventional stents.
Methods: The study enrolled 16 consecutive patients undergoing CAS with mesh-covered stents and high-definition OCT image acquisition. Cross-sectional OCT images for the presence of strut malapposition (SM) and plaque prolapse (PP) were evaluated (Fig 1) . Carotid OCT images were acquired three times in each of the 16 patients: before stent placement, immediately after stent placement, and after dilation of the stent. All OCT frames were analyzed off-line in a dedicated core laboratory by two independent physicians. The primary end points of the study were the incidences of SM and PP as detected by OCT imaging after CAS, according to the design of the implanted stent. Secondary end points 
